Trans-Atlantic Debate: Is Carotid Artery Disease Responsible for Perioperative Strokes after Coronary Artery Bypass surgery?  by Forbes, T.L. & Ricco, J.-B.
Part Two: Against the Motion 69515 Caplan LR, Hennerici M. Impaired clearance of emboli
(washout) is an important link between hypoperfusion, embo-
lism, and ischemic stroke. Arch Neurol 1998;5511:1475e82.
16 Gold JP, Charlson ME, Williams-Russo P, Szatrowski TP,
Peterson JC, Pirraglia PA, et al. Improvement of outcomes after
coronary artery bypass. A randomized trial comparing intra-
operative high versus low mean arterial pressure. J Thorac
Cardiovasc Surg 1995;110:1302e11 [see comments].
17 Kuroda S, Houkin K, Kamiyama H, Mitsumori K, Iwasaki Y, Abe H.
Long-term prognosis of medically treated patients with internal
carotid or middle cerebral artery occlusion: can acetazolamide
test predict it? Stroke 2001;32:2110e6.
18 Waaijer A, van Leeuwen MS, van Osch MJ, van der Worp BH,
Moll FL, Lo RT, et al. Changes in cerebral perfusion after
revascularization of symptomatic carotid artery stenosis: CT
measurement. Radiology 2007;245(2):541e8.
19 Gaudino M, Glieca F, Luciani N, Cellini C, Morelli M, Spatuzza P,
et al. Should severe monolateral asymptomatic carotid artery
stenosis be treated at the time of coronary artery bypass
operation? Eur J Cardiothorac Surg 2001 May;19(5):619e26.
20 Powers WJ, Press GA, Grubb Jr RL, Gado M, Raichle ME. The
effect of hemodynamically significant carotid artery disease on
the hemodynamic status of the cerebral circulation. Ann Intern
Med 1987;106:27e34.
ª 2010 European Society for Vascular Surgery. Published by
Elsevier Ltd. All rights reserved.
doi: 10.1016/j.ejvs.2010.09.004EDITORS’ COMMENT
Trans-Atlantic Debate: Is Carotid
Artery Disease Responsible for
Perioperative Strokes after Coronary
Artery Bypass surgery?T.L. Forbes a, J.-B. Ricco b,*a Section Editor, Journal of Vascular Surgery, London,
Ontario, Canada
b Section Editor, European Journal of Vascular and
Endovascular Surgery, Poitiers, France
Available online 1 October 2010
It is apparent that our debaters have very different
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E-mail address: jbricco2@mac.com (J.-B. Ricco).surgery. Drs. Van der Heyden and Plokker argue that carotid
stenoses are a major causative factor in these strokes, and
although admittedly not the only factor, the only one that
can be identified preoperatively and treated. They point to
the dual additive effects of cerebral hypoperfusion and
atheroemboli and suggest that cerebral atheroemboli,
whether they originate from the carotid stenosis or not, are
made more dangerous by the cerebral hypoperfusion that is
a result of the ipsilateral carotid stenosis and can be
exacerbated by intraoperative hypotension. Consequently,
they argue that carotid stenoses have a pivotal role in the
etiology of perioperative stroke after coronary bypass and
should be intervened upon.
On the other hand, Drs. Castaldo and Li make their
counterargument and try to shed light on what they refer to
as “assumptions”. First of all they point out that the
simultaneous presentation of significant carotid stenoses
and coronary artery disease is not as common as we thought
and, in fact, only a minority of patients who do suffer
a perioperative stroke will have a significant carotid
stenosis. They also point out that the majority of these
strokes are not in the carotid artery distribution and that
many of them are multiple and bilateral. In addition they
claim that there is little evidence to support the cerebral
hypoperfusion hypothesis either preoperatively with an
asymptomatic carotid stenosis or intraoperatively when
cerebral perfusion is often noted to increase, rather than
decrease. As a result they feel that in the vast majority of
cases of coronary revascularization, carotid endarterec-
tomy for a significant stenosis is not protective and
unnecessary outside of a few exceptions. They do agree
that endarterectomy may me indicated in symptomatic
stenoses and bilateral >80% stenoses. Accordingly, it is
important to first differentiate between symptomatic and
asymptomatic patients when trying to determine the
optimum management strategy.1 It would certainly be hard
to criticize anyone who offered synchronous or staged
carotid endarterectomy/stenting to a symptomatic patient
in the current era of intervening as soon as possible after
the neurological event.2
Generally, asymptomatic carotid artery stenoses are
increasingly felt to be best managed nonoperatively
with medical management and risk factor modification.
Drs. Castaldo and Li make a fairly convincing argument that
this is the most prudent form of action when considering
coronary revascularization surgery as well. Outside of
a selected few scenarios in symptomatic patients, it
appears that simultaneous carotid endarterectomy
offers little protection against perioperative stroke after
coronary surgery and in most cases, although arguably safe,
is unnecessary.
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